Background: Excess body weight during adulthood has been consistently associated with all-cause mortality, cardiovascular disease, and cancer at multiple sites among other chronic diseases. We describe the prevalence of excess body weight and abdominal obesity reported by participants enrolled in Alberta's Tomorrow Project (ATP). Methods: ATP is a geographically-based cohort study conducted among adults aged 35-69 years from across the province of Alberta. Participants completed anthropometric measures and health and lifestyle questionnaires at enrolment. Overweight and obese were categorized as a body mass index (BMI) of 25.0-29.9 kg/m 2 and ≥30 kg/m
Background
Excess body weight has been consistently related to a broad array of adverse health outcomes including diabetes, cardiovascular disease and multiple cancer sites, among other chronic diseases and all-cause mortality [1, 2] . The increased caloric density in Western diets, increases in sedentary behaviours/sedentary time and decreases in recreational and transport-related physical activity have all led to a shift in caloric balance at the population level [3] . Sustained imbalance has led to rising obesity rates and specifically, abdominal obesity. Globally, the prevalence of overweight rose from 24.6% in 1980 to 34.4% in 2008 while the prevalence of obesity rose from 6.4% to 12.0%. [4] National surveys conducted by the Public Health Agency of Canada have shown that the prevalence of obesity (body mass index [BMI] >30 kg/m2) is on the rise. Based on a 2011 report, the overall proportion of Canadian adults affected by obesity (>18 years of age) almost doubled between 1978 (13.8%) and 2008 (25.4%) [5] .
Two separate analyses using comparable methods estimated that obesity costs the Canadian economy between five and seven billion dollars annually through direct healthcare costs and indirect costs [5, 6] . Therefore, the rising rates of obesity in the population are cause for immediate concern from both public health and economic perspectives.
In this study, we examined the predictors of overweight, obesity and abdominal obesity in the adult Albertan population, which have not yet been well characterized. To quantify the population-level burden of obesity among adult Alberta's Tomorrow Project (ATP) participants, we estimated the prevalence of overweight/obesity using BMI and waist-to-hip ratio as well as abdominal obesity using waist circumference as reported by participants enrolled in ATP. We also examined the relation between body size and the prevalence of chronic disease in the ATP population.
Methods
ATP is a geographically-based prospective cohort comprised of 54,942 Albertans between the ages of 35-69 years established to examine the association between various lifestyle factors and chronic disease outcomes. The present analyses were conducted on a subset of the cohort, which included only the 30,915 participants recruited during the first phase of recruitment (2001) (2002) (2003) (2004) (2005) (2006) (2007) (2008) (2009) ) who completed the anthropometric section of the Health and Lifestyle Questionnaire (HLQ) at enrolment. Detailed information on the feasibility of recruitment methods, enrollment and data collection for ATP has been previously published [7, 8] .
Participants were asked to use a scale to measure weight (in pounds) and were supplied with a tape measure (divided in 1/8″ sections) and detailed instructions, supported by diagrams, to record height (in feet and inches), and waist and hip circumferences (in inches). In addition, Participants were asked to record their anthropometric measurements in a single session at least two hours after a meal, preferably with the assistance of another adult, and to record each measure twice. Participants who were more than 12 weeks pregnant, or less than six months postpartum, were not included in these analyses. Missing, contradictory, ambiguous or out of range anthropometric measures were identified by two data reviewers, and participants were contacted by phone for clarification.
BMI was calculated using participants' self-reported height and weight measurements (kg/m 2 ). BMI categories were classified as normal weight (BMI < 25), overweight (BMI ≥25, <30) and obese (BMI ≥30). Waist and hip circumferences measured in inches were converted to centimetres. Participants were categorized according to World Health Organization (WHO) waist circumference guidelines that recommend using cut-offs of >94 cm for men and >80 cm for women to categorize Western populations into those with abdominal obesity [9] . Additionally, the WHO has provided another set of waist circumference cut-offs that have been found to be associated with substantially higher risk of cardiometabolic complications (>102 cm for men and >88 cm for women). Waist-to-hip ratio was also calculated, and participants were classified according to WHO guidelines that suggest individuals with a waist-to-hip ratio > 0.90 for men and >0.85 for women are at an increased risk for metabolic complications [9] .
Statistical analysis
Descriptive statistics were used to characterize the cohort according to anthropometric measures. Means and standard deviations (SD) summarized continuous variables and frequencies and percentages were used to capture categorical variables. Variable distributions were examined and any outlying or aberrant values were verified using the original questionnaires. Pearson's chi-square tests were conducted to compare demographic variables and chronic disease outcomes between groups of participants categorized by BMI, waist circumference and waist-to-hip ratio. Logistic regression models for BMI, waist circumference and waist-to-hip ratio were run separately for men and women and were adjusted for age, educational attainment, marital status, annual household income, employment status, smoking status and geographic location (urban/ rural). For each anthropometric outcome, linear regression was used to determine if correlations between sociodemographic variables were significantly impacting the associations between the individual sociodemographic variables and BMI and waist circumference. All statistical tests were performed at a 5% level of significance using SAS version 9.2 (SAS Institute, Cary, NC). Geographic location determined using postal codes, with rural areas identified according to rural postal code classification (second digit = 0) .4% (n = 5843) of men and 33.2% (n = 6251) of women were classified as overweight while 28.4% (n = 3424) of men and 26.4% (n = 4967) of women were considered obese. Obesity was more prevalent in those who had completed lower levels of education and those were retired, unemployed or students. The prevalence of obesity was lower in higher household income categories (p < 0.001). In both men and women, highest rates of obesity were observed in former smokers compared to other smoking statuses.
Results

Body mass index
In order to compare measures of BMI to other population-based surveys in Canada, we examined the agreement with the Canadian Community Health Survey (CCHS) data collected in 2005 (Cycle 3.1), available through Statistics Canada [10] . Although we restricted the CCHS data to Albertan respondents aged 35-69 years to coincide with the ATP inclusion criteria, the CCHS data did include significantly more participants between the ages of 65-69 (Additional file 1: Table S1 ). In the ATP cohort, 76.8% of men and 59.6% of women were classified as overweight or obese compared to 65.4% of men and 48.1% of women in the CCHS subsample (Additional file 1: Table S1 ).
The results of the multinomial logistic regression for overweight, obesity and sociodemographic variables are presented in Table 2 . In women, compared to those with a household income ≥$80,000, those with a household income of <$30,000 had a higher odds of being overweight (OR: 1.25, 95% CI: 1.10-1.42) or obese (OR: 2.15, 95% CI: 1.88-2.46). However, in men, having a household income <$80,000 was associated with a decreased odds of being overweight or obese. Living in a rural area compared to living in an urban area was associated with a greater odds of obesity in men (OR: 1.34, 95% CI: 1.18-1.52) and women (OR: 1.37, 95% Ci: 1.25-1.49). Compared to never smokers, male (OR: 1.71, 95% CI: 1.51-1.93) and female (OR: 1.41, 95% CI: 1.30-1.53) former smokers were more likely to be obese.
In both men and women, the prevalence of overweight and obesity in the ATP cohort was significantly higher in those with a history of hypertension, heart attack, angina, high cholesterol, stroke, diabetes and polyps in the colon (Table 3 ). In addition, 48.4% of men with Crohn's disease were overweight. Table 4 presents sex-specific waist circumference cut-off categories by demographic variables. Information on waist circumference was available for 12,042 men and 18,787 women. Among participants, 67.4% of men reported waist circumference > 94 cm and 67.0% of women >80 cm. The prevalence of participants with a waist circumference that exceeded the healthy cut-off was higher among older age groups. Conversely, the prevalence of participants meeting healthy waist circumference cut-offs was greater among individuals with higher household income and education attainment (Table 4) . Among cohort participants, more women (44.3%) than men (40.7%) were observed in the extremely high risk waist circumference category. In current occasional smokers, 72.9% of participants had a waist circumference in the elevated risk category. For all other smoking statuses, the percent of participants in the elevated risk category ranged from 63.4% to 66.6%. Significant positive associations were observed between both the elevated risk and extremely high risk waist circumference categories and a history of hypertension, angina, high cholesterol, stroke, diabetes and polyps in the colon (Table 6 ). In addition to these associations, those in the extremely high risk waist circumference category were also more likely to have a history of Crohn's disease (Table 6) .
Waist circumference
Waist-to-hip ratio
Sex-specific waist-to-hip ratio cut-off categories by demographic variables are also presented in Table 4 . Information on waist-to-hip ratio was available for 11,919 men and 18,730 women in ATP cohort. Overall, 85.4% of men and 38.9% of women had waist-to-hip ratios that exceeded healthy cut-offs of ≥0.90 and ≥0.85, respectively. The prevalence of participants exceeding the cut-offs for waistto-hip ratio was higher among older age groups, and was lower in groups that reported higher educational attainment and greater household income.
Based on the logistic regression model (Table 5) , living in a rural area compared to an urban area was associated with a higher odds of having a waist-to-hip ratio above the cut-off in men (OR: 1.24, 95% CI: 1.09-1.41). In women, having a household income <$30,000 was associated with a higher odds of having a waist-to-hip ratio above the cutoff (OR: 1.68, 95% CI: 1.51-1.88). Compared to never school/college training, or completed some part of university degree e-Completed university degree, or completed some part of post-graduate university degree, or completed university post-graduate degree f-Did not completed grade 8, or completed grade 8 but not high school g-Single and never have been married h-Divorced, or separated, or widowed i-Married, or not married but living with a partner j-Income data are in response to a question about total household income before tax k-"Other" includes homemaker, unemployed, student and other category l-Geographic Location was determined using postal codes, where the "0" as the middle numerical number indicates rural residence † -Missing in body mass index or in at least one sociodemographic factor and hence excluded from the analysis (n = 259) ǂ-Missing in body mass index or in at least one sociodemographic factor and hence excluded from the analysis (n = 697) smokers, the odds of having a waist-to-hip ratio above the cut-off was greater for former smokers in men (OR: 1.52. 95%CI: 1.35-1.72) and women (OR: 1.25, 95% CI:
The prevalence of participants with a waist-to-hip ratio above the cut-off was higher among those with a history of hypertension, angina, high cholesterol, stroke, diabetes and Crohn's disease (Table 6 ).
Discussion
In the ATP cohort, 77% of men and 60% of women had a BMI that exceeded the normal range, suggesting that more than two thirds of the participants were overweight or obese. The CCHS reported that 65.4% of men and 48.1% of women were classified as having a BMI above the normal range (Additional file 1: Table S1 ). Similar to the results observed in the present study, earlier analyses conducted on the first 11,865 participants enrolled in ATP showed a higher proportion of obesity in Alberta Tomorrow Project participants than CCHS (Cycle 1.1) participants residing in Alberta [7] . Some of the difference in prevalence of obesity between the CCHS and ATP could be due to the time periods in which the data were collected. The CCHS data were collected in 2005, but 40.8% of the ATP data were collected between 2006 and 2009, when rates of overweight and obesity were higher.
BMI has been widely criticized as a measure of body size in health research due to its methodological limitations, particularly in terms of failing to address body composition [11] . When examining waist circumference, we observed high rates of abdominal obesity. Over 40% of the cohort reported waist circumferences that are associated with a significantly elevated risk of metabolic complications [9] , with a higher proportion observed among women. These sex differences highlight the limitations of BMI, where more men are classified as overweight, potentially because of their higher muscle mass, as compared to using waist circumference categories. In contrast, 57% of participants in the cohort had a waist-to-hip ratio above the cut-off established by the WHO, with substantially higher prevalence observed among men compared to women, which is expected given the differences in male and female body composition.
Consistent with previous research, excess body weight, as measured by BMI, waist circumference and waist-tohip ratio, was more prevalent among ATP participants with lower household income and education [9] . Across the different measures, the proportion of the study population with excess body weight was slightly higher in rural populations. Similar trends have been observed in other Canadian population-based surveys [12, 13] as well in the United States [14] . Although the reasons for greater prevalence of obesity in participants living in rural areas are not clear and warrant further investigation, one U.S. study showed that those living in rural areas were less physically active than those living in urban areas, which could contribute to the higher obesity rates [15] .
Participants in ATP cohort who had excess body weight were more likely to report a history of hypertension, angina, diabetes, polyps in the colon, high cholesterol and Crohn's disease. In addition, these participants were more likely to have had a heart attack or stroke. Although the biological mechanism linking overweight/ obesity and chronic disease depends on the specific outcome, in general it involves bioactive mediators being released from adipose tissues, which in turn can lead to insulin resistance, inflammation and changes in blood pressure, lipid concentrations and coagulation [16] .
Several limitations to the data presented in this analysis should be discussed. These data should not be considered Note: all the variables tested were highly significantly different, assessed by Pearson chi-square test (p < 0.005) a Waist circumference and waist-to-hip ratio derived from participant self-reported measurements. Waist circumference is missing for 243 participants and waist-to-hip ratio is missing for 423 participants b Alberta's Tomorrow Project data at enrolment. Percentages are reported as frequency of each category divided by total number of participants within rows of sociodemographic factors and separately for men and women, such that proportion of participants falling into each category represent the proportion within that sociodemographic factor c Elevated risk for waist circumference defined as >94 cm for men and >80 cm for women. Extremely high risk defined as >102 cm for men and >88 cm for women d Some post-secondary includes combined responses to: some technical school/ college, completed technical school/ college, some part of university degree completed e Income data are in response to a question about total household income before tax f Geographic location determined using postal codes, with rural areas identified according to rural postal code classification (second digit = 0) [17] . The cohort does not include young adults (age 18-< 35), who have been shown to have a slightly lower prevalence of obesity than the general Alberta population [13] . We observed several significant associations in this analysis which may be in part due to the large sample sizes being examined. Although we did not evaluate prospective trends in this analysis, national data suggest that abdominal obesity is especially on the rise [18, 19] . Overweight/obesity in Canada is widely known to be associated with various adverse health outcomes [20] . Furthermore, complications of obesity expand beyond physical health into possible psychological concerns [21] that can have an equally negative effect on the population and the healthcare system. Implementation of existing, and development of novel, interventions targeted at reducing obesity in Alberta should be a public health priority. Including measures of excess body weight in follow-up questionnaires will be important for understanding how measures of BMI, waist circumference and waist-to-hip ratio change over time and what impact these changes have on disease outcomes.
There are a wide range of factors that could be affecting the overweight/obesity trends in the Alberta cohort. It has been demonstrated repeatedly that socioeconomic factors have an overarching impact. For instance, it has been reported that 34% of BMI status can be attributed to educational background, marital status, smoking status and to a less significant extent, sleep deprivation based on results from a cohort study [22] . In the current study, education (p < 0.001), marital status (p < 0.001) and smoking status (p < 0.001) were significantly associated with BMI in both men and women. These relationships between socioeconomic status and BMI are possibly attributable to the differential distribution of certain lifestyle behaviours across socioeconomic categories [23] .
#-Binary logistic regression is modelling the probability of higher waist circumference and waist-to-hip ratio categories Ұ-Considered the reference category in a binary logistic regression *-Considered reference category for the sociodemographic variable a-Alberta's Tomorrow Project baseline data, respondents to waist and hip circumference b-Continuous variable in years placed into categories c-Completed high school d-Completed some technical school/college training, or completed technical school/college training, or completed some part of university degree e-Completed university degree, or completed some part of post-graduate university degree, or completed university post-graduate degree f-Did not completed grade 8, or completed grade 8 but not high school g-Single and never have been married h-Divorced, or separated, or widowed i-Married, or not married but living with a partner j-Income data are in response to a question about total household income before tax etc. k-"Other" includes homemaker, unemployed, student and other category l-Geographic Location was determined using postal codes, where the "0" as the middle numerical number indicates rural residence † − Missing in waist circumference or in at least one sociodemographic factor and hence excluded from the analysis (n = 309) ǂ-Missing in waist-to-hip ratio or in at least one sociodemographic factor and hence excluded from the analysis (n = 259) Note: all the variables tested were highly significantly different, assessed by Pearson chi-square test (p < 0.001) a Waist circumference and waist-to-hip ratio derived from participant self-reported measurements. Waist circumference measurements are missing for 243 participants, waist-to-hip ratio missing for 423 participants b
Chronic disease defined as self-report of a physician diagnosis c Elevated risk for waist circumference defined as >94 cm for men and >80 cm for women. Extremely high risk defined as >102 cm for men and >88 cm for women
